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doi:10.1016/j.ejvsextra.2011.06.004Abstract Mycotic aneurysm affecting the tibioperoneal trunk is very rare. Only a few articles
have reported bilateral mycotic aneurysms of the tibioperoneal trunk in the English literature.
A 46-year-old man was suffering from consecutive bilateral mycotic aneurysms involving the
tibioperoneal trunks after mitral-valve replacement for infective endocarditis. Each aneurysm
was treated separately by a surgical approach, which included resection of the aneurysm,
debridement of infectious tissue and arterial reconstruction using reversed saphenous vein
graft. There was no recurrence of infection, and the graft remains patent. This is the first case
of bilateral arterial reconstructions successfully performed for the tibioperoneal trunks.
ª 2011 European Society for Vascular Surgery. Published by Elsevier Ltd.
Open access under CC BY-NC-ND license.Regarding infective endocarditis (IE) patients, some articles
have described that mycotic aneurysm (MA) on the
peripheral artery usually occur on a brachial or femoral
artery with their branches. Therefore, an aneurysm located
under the popliteal artery (PA) is rare. We report an
extremely rare case of bilateral MA of the tibioperoneal
trunks after mitral-valve replacement (MVR) due to IE.jvs.2011.06.047.
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A 46-year-old man was admitted with persistent low-grade
fever, joint pain of forearms and recent cardiac murmur.
He had been suffering from rheumatoid arthritis (RA) since
30 years of age. Empiric therapy, which consists of ampi-
cillin and gentamicin, was started immediately according to
the official guidelines of the Japanese Circulation Society,
because his blood culture grew Streptococcus pneumoniae.
We also could not detect any systemic embolisation or
mycotic aneurysm formation by magnetic resonance
imaging (MRI) angiography and enhanced computed
tomography (CT). On the seventh day of admission,
he underwent prosthetic MVR with a 29-mm ATS valve
(ATS Medical, Inc, Minneapolis, MN, USA) under standardElsevier Ltd. Open access under CC BY-NC-ND license.
Mycotic Aneurysms of Tibioperoneal Trunks e25cardiopulmonary bypass. The postoperative course was
uneventful, but the white blood cell/C-reactive protein
(WBC/CRP) count elevated, with a complaint of left-leg
pain and numbness on the eighth day after surgery. The
symptoms gradually worsened with increased right-leg
pain. On the 13th day after MVR, enhanced CT angiogram
showed tibioperoneal trunk aneurysms on both sides
(Fig. 1). Symptoms and laboratory data suggested that
antibiotics had been ineffective and peripheral nerve
compression by the aneurysm had caused left-leg pain
without ischaemia. With the purpose of immediate
decompression of the nerve and arterial reconstruction, he
underwent a left proximal PAedistal post-tibial artery
(PTA) bypass using a reversed saphenous vein graft (SVG)
with excision and irrigation of the MA. The aneurysm was
too adhesive due to inflammation to excise completely.
Left-leg pain gradually improved after surgery, but numb-
ness continued. Thereafter, right-leg pain worsened with
a higher WBC/CRP count than post MVR. Enhanced CT
angiogram demonstrated acute dilatation of a right infec-
tive tibioperoneal artery aneurysm (Fig. 2). Two days later,
a right proximal PAedistal PTA bypass using reversed SVG
was performed with complete resection of MA. The post-
operative course was uneventful and other laboratory data
immediately normalised. Follow-up CT angiogram shows
good passage of the bilateral grafts every year, without
recurrence or ischaemia and MA formation.
Discussion
Most MA usually developed subsequent to IE as a high-
morbidity complication before the era of widespread,Figure 1 3D CT angiography after MVR showed bilateral
tibioperoneal trunk aneurysms.
Figure 2 3D CT angiography after surgery of the left side
revealed acute dilatation of mycotic tibioperoneal trunk
aneurysm (posterolateral view).aggressive antibiotic use. Recently, morbidity has decreased
with a high rate of curability under adequate biological
therapy and surgical treatment. In 1992, Akers et al.1
reported the first case of MA involving the tibioperoneal
trunk. Thereafter, in the English literature, several reports
were published including a bilateral case without arterial
reconstruction. In 2004, Larena-Avellaneda et al.2 described
a bilateral case that underwent interposition of SVG and
embolisation with coils on each side. In other words, cases
involving the tibioperoneal trunks with complete arterial
reconstruction are extremely rare and this report is the
first successful case with this pathology. A diagnosis of
e26 T. Kawahira, K. Iwahashiconsequential MA due to IE is relatively easier than MA
occurring primarily; however, in this case, aneurysms were
first detected by CT angiogram on the 13th day after MVR.
They were identified so late because the patient had been
suffering from similar symptoms due to RA since his 30s. In
general, the standard therapy for peripheral MA includes
early antibiotic use, which should be based on appropriate
guidelines and/or complete excision of infective tissues.
Therefore, arterial reconstruction is not always necessary
for all patients and the indication for a surgical procedure
depends on the peripheral arterial circulation. Inmost cases,
arterial reconstruction is rarely performed because of
insufficient branches or collateral circulation under the
tibioperoneal trunk. Nevertheless, CT angiogram of this
patient showed inadequate peripheral circulation. We
decided on a strategy including arterial reconstruction to
ensure more sufficient bloodflow because the patient was
relatively young. In IE patients complaining of persistent
pain, numbness or palsy of the extremities, it is essential to
suspectMA formation. The strategy of the surgical procedure
is quite simple, as the standard therapy before described inthis article and necessity of arterial reconstruction should be
determined by collateral circulation in individual cases.
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